R , Bowlands: Discussion on Diverticulitis away with the urine during the whole period of micturition, flatus coming at the conclusion. A diagnosis of colicovesical fistula was made, possibly resulting from gonorrhceal inflammation of the bladder. Treatment with bladder washes for a time was recommended,' in the hope that the acute symptoms would subside, but they did not do so. Operation was undertaken on October 30, 1911. The abdomen was opened through a median suprapubic incision, and an appendix epiploica of the sigmoid colon was found to be adherent to the posterior aspect of the bladder, low down in the pelvis. The adhesion was divided, and the fistulous track between the bladder and the colon found in it. The openings, both in the colon and the bladder, were closed by a double row of sutures, the bladder opening being difficult to deal with. The. patient had a stormy convalescence, the bladder sutures giving way and urine escaping from the wound. The fistula became re-established. When the wound had healed, a few weeks later, the abdomen was re-opened and the bladder and colon were again separated and sutured. As it was considered possible that the proximity of the'repaired portions of colon and bladder might be responsible for the re-establishment of the fistula, the affected loop of sigmoid was, on this occasion, fixed up in the left iliac fossa by several sutures. The abdomen was closed, and the patient made a good recovery.
A curious feature of this case was the occurrence of uncontrollable hiccough after each operation, lasting about a fortnight. The patient left this country a few years later in good health.
Mr. R. P. ROWLANDS.
During the last ten years I have operated upon eight cases of diverticulitis of the colon and one of the duodenum. Three of these operations were for peritonitis, due to perforation of a diverticulum, and are reported in " The Operations of Surgery," ii, p. 437. The remaining five were for intestinal obstruction, and were of great interest to me. Two of these were published in the Lancet for 1910, i, p. 1194, and may be briefly mentioned here.
Case I was that of a very feeble, thin, anemic lady, aged 60, who had suffered from constipation all her life, with mitral regurgitation, almost complete intestinal obstruction, with cedema of the legs and ascites. Carcinoma of the sigmoid colon was suspected. The colon from the splenic flexure almost to the rectum was rigid, very thick and inflamed and almost solid. She was too ill for resection. A short circuit was made with difficulty between the ileum and the Section of Surgery: Sub-section of Proctology lower part of the pelvic colon. This saved her life but did not cure her. For over a year she suffered from flatulent distension, and looseness of the bowels. Secondary resection was declined. Gradually the diarrheea ceased. Ten years later Dr. Ryle writes that '*she has gone on well on the whole, though living a more or lest invalid life. She has suffered all along from great flatulent distension, and the bowels always require the assistance of cascara. 'She has had no serious or acute affection of the bowel § since the operation."
In Cases II and III, men aged 49 and 40, resection of 6 to 8 in. of the pelvic colon was performed for what appeared to be a malignant disease.
It was only after the operation in each case that an accurate diagnosis was made and the diverticula found after opening the bowel. Microscopic examination revealed the absence of carcinoma. In each of these there was stenosis with a definite tumour the size of a hen's egg. Both of these patients had rigors before operation. Both of them have remained quite well and worked very hard for nine years. In one of these, resection with immediate end-to-end union was adopted and proved most satisfactory. In the other, resection with fixation of Paul's tubes in the open ends of the colon had been adopted elsewhere. I closed the artificial anus, which had become intolerable, some three years later. This proved very difficult.
Case IV was that of a lady, aged 60, who had many attacks of pelvic peritonitis during twenty years. Appendicectomy had been performed elsewhere and a tumour then discovered in the pelvic colon. Three years ago several diverticula containing calculi were removed from the pelvic, iliac and descending colon, and the tumour, localized to the anterior wall of the pelvic colon, was incised and found to contain two diverticula full of pus. These were excised and the bowel closed. The patient was well for a year, but since then she has had several milder attacks, but these have not been severe enough to call for further operations. This case illustrates the well-known difficulty of finding and removing all the diverticula, and points to cylindrical resection of the diseased segment of bowel as the operation of choice.
Case V was that of a man, aged 40, who had suffered from many attacks of pelvic peritonitis, supposed to be due to appendicitis. Four years before I saw him he had developed a colicovesical fistula and was told he had inoperable cancer of the bowel. He was in a poor state and very miserable when he came to me. The fistula was closed by laparotomy: it was between the middle of the pelvic colon and the left side of the bladder. The openings in the bladder and colon were closed and inverted. There were extensive adhesions with pockets of pus in them. The patient died of pelvic peritonitis and pericarditis a week later. No diverticula were found at the operation, but several were found from within the lumen of the bowel after death. In such a late and difficult case it is probably wise to start with a preliminary colostomy. This immediately relieves the very troublesome cystitis and sepsis and makes the subsequent operations easier and safer.
In conclusion I would urge (1) the importance of keeping diverticulitis of the colon in mind, when operating for stricture of the colon.
(2) That early resection with end-to-end union is the operation of choice when a stricture has developed.
(3) That temporary colostomy is indicated in late or complicated cases, especially when distension cannot be overcome before Qperation, or a colicovesical fistula exists.
(4) That in some late cases a short circuit may be made, followed by subsequent resection, if necessary and possible. Preferably the transverse colon should be joined to the pelvic colon. The transverse colon is generally healthy and low in these obstructive cases. The subsequent resection is thus made easier and more satisfactory. Failing the transverse colon, the ileum or caecum may be joined to the pelvic colon.
(5) When temporary colostomy is performed it appears wise to make the opening only a little above the stricture, so that it can be removed with the stricture at the secondary operation, and a third operation thus avoided.
(The Meeting was adjourned to January 14.)
